Background: The burden of malnutrition in Ethiopia is the second highest in sub Saharan Africa. According to the recently released Ethiopian Demographic and Health Survey report of 2011, the prevalence of child stunting, underweight and wasting were 44% stunted, 10% wasted and 29% underweight respectively. Objectives: To determine the magnitude and risk factors of malnutrition among 6 -59 months children from Community Based Nutrition Program implementing and nonimplementing districts from south east Amhara. Methodology: Descriptive community based, cross sectional study in which a total of 987 children (620 from Community Based Nutrition implementing and 367 from nonimplementing districts) were sampled. A structured questionnaire was administered to mothers or caregivers of the children. Anthropometric measurements were taken following standard procedures. Nutritional status of the children was determined based on Z scores of < −2 or >= −2 Standard Deviation. Logistic regression was used to test significant associations between outcome and factor variables. Setting: Rural communities from Artuma Fursi and Kemissie districts. Results: A total of 987 children of 6 -59 months of age and 987 mothers/caregivers had participated in the study, giving a response rate of 99%. The percentage of male and female children in CBNP district was 330 (53.2%) and 290 (46.8%) Based Nutrition Program (CBNP) district was 192 (52.3%) & 175 (47.7%) respectively. The prevalence of stunting, underweight and wasting were 60.6%, 31.1%, 12.6% and 39.0%, 27.5%, 14 .7% in CBNP and nonCBNP implementing districts, respectively. The possible risk factors for child B. Tariku et al. 2 malnutrition were area specific and different for the two districts. Conclusion: Child under nutrition is a serious public health problem in both districts, so that holistic programs need to be designed and implemented according to the guidelines.
Introduction
Protein energy malnutrition (PEM) is one of the most serious nutritional problems with fatal consequences accounting for almost half of all premature deaths from nutrition related diseases [1] . Malnutrition is not only an urgent global health issue; it is also an impediment to productivity, economic growth and poverty eradication [2] . The level of under nutrition and the finding that 90% of the chronically malnourished (stunted) are to be found in children living in Asia and Africa remain not only unacceptable but also poses a serious challenge against making rapid progress towards improvement in child health and well being. A number of African and Asian countries have wasting rates that exceed 15 per cent, including Bangladesh (17%), India (20%) and Sudan (16%) [3] .
The burden of malnutrition in Ethiopia is the second highest in sub Saharan Africa [4] . According to the recently released Ethiopian Demographic and Health Survey [EDHS 2011] report, the prevalence of child stunting, underweight and wasting were 44% stunted, 10% wasted and 29% underweight. When this data is further disaggregated by region, the prevalence of stunting in Amhara region was second to none (52%) [5] . Besides, according to the World Vision Ethiopia report, in 2000 in Peasant Associations of Artuma Jille and Dawa Cheffa Districts [Kemissie Area Development Program]; the level of wasting have been 8%, underweight 36% and stunting 38.7% [6] . A study conducted in Gumbrit, North West Ethiopia on under five children revealed that 24% (stunted), 28 .5% (underweight) and 17.7% (wasted) [7] . A study done in Somalia, Ethiopia showed that the level of wasting, stunting and underweight all increased with age, particularly from the age of 6 -12 months old. At this age illness is at its highest rate, weaning foods have either not started or are of inadequate quality and mothers start to leave the children for extended periods with other careers. Catch up growth is inadequate thereafter although levels of wasting improve after about 24 months [8] . Similarly, study conducted in Tigray, Northern Ethiopia revealed that older children were more likely to be malnourished [9] . A cross-sectional study conducted on 622 mother-child pairs of 0 -59 months old children in Mecha and Wenberma districts of West Gojam Zone in 2006 revealed that child's age was among the contributing factors for malnutrition [10] . Study conducted in Somali, Ethiopia revealed that boys tend to be more malnourished than girls at most ages, although this is not understood to be related to any differences in practices or conditions but rather to biological differences. At the same times, stunting is less prevalent in girls than boys (OR 0.76, p = 0.004) although for wasting there is little difference [8] . Likewise, study conducted by Ethiopian Development Research Institute and Save the Children UK showed that being a male child increases the likelihood of being wasted, stunted and underweight [11] . But study conducted in northern Ethiopia contradicts these findings and revealed that there is no statistically significant difference between the HAZ, WAZ and WHZ scores for male and female children [9] . Research conducted in Ethiopia showed that in households where the mother attended more antenatal care visits, the children are less likely to be wasted, and those children receive vaccination against measles are also less likely to be underweight [11] . Another key association that was identified to exist between child morbidity and mother's health care use were both stunting and wasting. There were high rates of diarrhea (23%) fever (28%) and cough (32%) in children. The odds ratio (OR) for wasting and diarrhea was 1.6 and for wasting and fever was 1.7 in a multiple logistical regression model [8] .
As long as so many children remain malnourished, Ethiopia will find it difficult to achieve the first Millennium Development Goal which is eradication of extreme poverty and hunger [4] . Indeed, for evidence-based decision making process; timely, adequate and quality of data is mandatory. But the magnitude and the specific risk factors of child malnutrition in the study areas are not well understood. To the best of our knowledge, there are no other studies conducted that adequately quantified the magnitude and risk factors of child malnutrition from the study communities. Therefore, the purpose of this study was to generate a baseline data and assess the magnitude and risk factors of malnutrition among children of 6 -59 months old from CBN implementing and CBN nonimplementing districts from Amhara region.
Methods and Materials
Community based cross-sectional study was conducted in Artuma Fursi and Kemissie districts of Oromia Zone, South East Amhara, Ethiopia from February to March 2012. Chefa Robit is the capital town of Artuma Fursi district and is located 305 Km away from Addis Abeba. The total population of Artuma Fursi is estimated to be 90, 220 [Male = 44,208 and Female = 46,012] in 2011 [12] . Out of these, 12,324 are estimated to be children under the age of five. Administratively, the district is composed of 25 [2 urban and 23 rural] kebeles. The health system comprised of public owned 6 health centers and 24 health posts. Community based nutrition program has been introduced in the 3 rd quarters of 2009.
Kemissie district is the capital of Oromia zone and is located at 280 Km away from Addis Abeba. The population of Kemissie is estimated to be 52,523 [Male = 25,737 and Female = 26,786] in 2011 [12] . Out of these 7116 are expected to be children of under the age of five. Kemissie district is composed of 7 [3 urban and 4 rural] kebeles. There are about 20 health institutions in the district. Among these, 4 are government owned comprising of one health centre and 3 health posts. As opposed to the former district, there is no Community Based Nutrition Program in this district [12] .
A representative sample size was estimated for this study using a formula for cross sectional study via Epi_Info TM software version 6. Taking P 1 = Prevalence of malnutrition in Kemissie district [38%] (5), P 2 = prevalence of malnutrition in Artuma Fursi district [52%] [4] , ratio of unexposed children to exposed children for CBNP = (7116/12,324 = 1.7), ten percent (10%) of any dropout from the study subjects during the study period and a design effect of 2 (two) for the multistage nature of the sampling technique. Finally, a total sample size of 995 of which 625 from Artuma Fursi and 370 from Kemissie district were selected.
Of the five administrative districts of Oromia zone, Artuma Fursi was purposefully selected to represent the CBNP implementation areas whilst Kemissie district was also purposefully selected among the two nonCBNP implementing districts in the Oromia zone of the Amhara Regional State. Simple multistage cluster sampling technique was used. The primary sampling units [PSU] were selected from 23 rural kebeles of Artuma Fursi and 4 rural kebeles of Kemissie districts. Accordingly, five kebeles from Artuma Fursi and 3 kebeles from Kemissie districts were randomly selected as primary sampling units.
Secondary sampling units [SSU] , that is, households having children between 6 -59 months of age were selected by using random sampling techniques. Thus, the numbers of children of 6 -59 months of age were selected from each selected kebeles. Accordingly, 80 children from Kelo Kebenawa and 80 from Edo Medine, 174 children from Hara, 98 from Fati Komboro, 194 from Bakeja, 165 from Jaraniyo, 118 from Kachur and 86 children from Bilacha kebele were drawn randomly.
In cases where there was more than one child in the households, only one child was randomly selected and considered as study subject. To avoid behavioral contamination of CBN program, one kebele [Kello = ቀሎ] was excluded from the study, which is situated between Artuma Fursi and Kemissie districts.
Data Collection
Anthropometric methods (measurements of weight, height and MUAC) and structured questionnaires were used to determine the nutritional status of the children. A total of 14 data collectors comprising 4 clinical nurses, 8 health extension workers and 2 supervisors proficient in the local language were deployed to collect data using pre-tested and structured questionnaires. The study was approved by the Institutional Review Board (IRB) of the College of Health Sciences of Mekelle University. Before the start of data collection, an oral consent was obtained from the care takers.
Anthropometric Measurements
Weight measurement was taken after children were undressed (no shoe, dresses and wet hat). For a child who stands on the weighing scale calmly, the measurement was taken in the nearest 0.1 kg. In the time of refuse to be scaled, children's mother carried and stood on the scale. Finally, the child actual weight was registered by subtracting mother's weight from mother and child weight.
Recumbent length was taken with measuring board for those children from 6 months to two years of age, while standing height was taken for children two and above years in centimeters to the nearest 1 cm. The age of a child was determined using one of the following: birth certificate, immunization cards or by asking the mother (parents) and if she doesn't remember the exact date, by asking her to determine as close as possible, relating to local events or holidays.
Prior to the actual data collection, a one day intensive training was given to data collectors focusing on the purpose and objectives of the study, survey instruments, administration of the structured questionnaire, anthropometric measurements and ethical considerations. Pre-test on the validity and factual consistencies of the questionnaire and other survey instruments was conducted on 5% of total sample size in the same area that were later excluded from the main survey. Besides, calibration of the weighing instrument was done against zero reading when weighing every child. Data validity and reliability was maintained through close supervision by the principal investigator and trained supervisor. To minimize systematic error, weight and height of the children were taken three times by the same person and the average value was taken for final analysis.
Data Coding and Analysis
Data were cleaned, coded and entered in to ENA software for anthropometric data and SPSS.version16 software for validation and data analysis. Descriptive statistics such as frequency, percentage, ratio, median, standard error, standard deviation were calculated for dependent variables. For data presentation purposes, frequency distribution tables, graphs and figures were used. Independent-samples t-test was used to compare means of two independent samples. Generalized linear model (GLM) called logistic regression was used to identify major risk factors for child malnutrition. Parameter coefficients of binary logistic regression were estimated by using Wald statistics. Odds ratio [expo (β)] from logistic regression coefficient indicates the increasing (OR > 1) or decreasing (OR < 1) chance of malnutrition with respect to explanatory variables. Models were built for each study areas to express the condition of stunting, underweight and wasting. Then, model adequacy check was done by goodness of fit (classification 
Results

Socio-Demographic Characteristics
A total of 987 children of 6 -59 months of age and 986 mothers/caregivers had participated in the study, giving a response rate of 99%. The percentage of male and female children in CBNP district was 330 (53.2%) and 290 (46.8%) and that of nonCBNP district was 192 (52.3%) & 175 (47.7%) respectively. Three hundred forty one (55%) of the children from the CBNP district were between 6 -24 months and the remaining 279 (45%) were between 24 to 59 months. Similarly, 241 (58.3%) of the children from the nonCBNP were between 6 to 24 months and the rest 153 (41.7%) were between 24 and 59 months. Five hundred forty one (87.3%) mother's/ caregiver's of the children in CBNP implementing district were illiterate and only 12.7% of them had formal education. Regarding educational level of mothers from the nonCBNP implementing district, 80.7% were illiterate and the remaining 19.3% had formal education. For those household leaders who were able to list their monthly family income, 86.8% in CBNP and 69.2% in nonCBNP districts of the households have income of less than 525 ETB per month which is the lowest government salary.
Descriptive Statistics of Study Subjects for Selected Variables
The mean (± SD) of HAZ, WAZ, WHZ scores and MUAC in CBNP district were −2.43 ± 1.51, −1.34 ± 1.37, −0.01 ± 1.77 and 132.7 ± 12.37 whereas in nonCBNP district were −1.34 ± 2.13, −1.09 ± 1.36, −0.48 ± 1.72 and 134.67 ± 12.59 respectively. The major findings of this study revealed that stunting, underweight and wasting in CBNP district were 60.6%, 31.1% and 12.6%, respectively. Contrary, in nonCBNP district stunting, underweight and wasting in nonCBNP district were 39.0%, 27.5% and 14.7%, respectively ( Table 1) .
Risk Factors for Child Malnutrition
Child Characteristics
Eighty eight percent of children from the CBNP district and 94% from nonCBNP district had completed their immunization. But, 87% of infants in CBNP district and 88% of infants in nonCBNP district were vaccinated against measles. Eighty five percent of children in CBNP district took vitamin "A" supplementation in the past 6 months prior to data collection. Whereas in nonCBNP implementing district 95% children took vitamin A supplementation in the past 6 months. Regarding deworming services, 21% (in CBNP district) and only 7.9% (in nonCBNP district) of children had taken albendazole/mebendazole tablets during the past six months ( Table 2 ). The prevalence of infectious diseases, in the past two weeks prior to data collection, in CBNP district were 162 (26%) for diarrhea, 41 (6.6%) for pneumonia, 28 (4.5%) for malaria and 7 (1.12%) for measles. Whereas the prevalence in nonCBNP district were: 24 (6.5%), 27 (7.4%), 17 (4.6%) and 1 (0.3%) for diarrhea, pneumonia, malaria and measles respectively ( Table 3) . Three hundred seventeen (51.13%) and 146 (39.89%) of mothers from CBNP and nonCBNP districts initiated breastfeeding within the first 24 hrs, respectively. Similarly, 54.9% and 69.8% of mothers from CBNP and nonCBNP districts exclusively breast fed their infants for four to six months, respectively ( Table 3 ).
Household and Community Characteristics
Comparison of the contraceptive utilization practices showed that higher proportions of mothers from the non-CBNP (58%) took modern contraceptives than mothers from CBNP (21.9%). Institutional delivery was very low in both districts. A significant proportion of mothers from CBNP (94.2%) and nonCBNP (87%) districts delivered at home ( Table 3) . Out of 620 respondents in CBNP district, 363 (58.5%) of the households had traditional pit latrine, of which 131 (36%) of latrines had hand washing facilities and 61 (46.5%) these latrines had hand washing facilities with soap or ash. On the other hand, in the nonCBNP district, 213 (58.2%) of the households had traditional pit latrine, of which 94 (44%) of the latrines had hand washing facilities and of which 68 (72.3%) had soap/ash used for hand washing after defecation. Regarding drinking water supply, the respondents replied that 31% in CBNP district and 40% in nonCBNP district had water from protected source. Significant amounts (69% in CBNP and 60% in nonCBNP districts) of the households fetch water from unprotected sources. In the CBNP district, 316 (50.9%) children were weighted during growth monitoring session, 329 (53%) of mothers or care givers participated in community conversation cession, and 265 (42%) of the respondents had awareness about malnutrition and able to mention at least one sign of malnutrition. On the other hands, in nonCBNP implementing district, the magnitudes were 157 (42.9%), 70 (19.1%) and 257 (70.2) for growth monitoring and promotion, community conversation and had awareness about malnutrition and able to mention at least one sign of malnutrition respectively ( Table 3 ).
Bivariate and Multivariate Analysis of Logistic Regression
Bivariate analysis in CBNP district showed that stunting was significantly associated with sex of child [ Table 6) .
Comparison of child malnutrition in study districts showed that stunting and underweight is significantly higher in CBNP implementing district than nonCBNP district. Whereas wasted children are slightly but not significantly higher in nonCBNP implementing district than CBNP district ( Table 7) . Analysis of Independent t-test of the two groups that is, districts undergoing CBN program and yet not implemented one, revealed that there are statistical difference between the means of average monthly income of the mothers/caregivers, distance traveled by the mothers/caregivers to fetch drinking water, average height of the children and average height to age Z score of the children at p value less than 0.05 ( Table 8 ).
Discussion
The prevalence of stunting and underweight in CBNP district are critical problems as per the WHO classification of severity of malnutrition [13] ; but the problems in nonCBNP district is series. When we observe the magnitude of severe acute malnutrition, it is a series problem in both study districts. The comparison showed that the prevalence of stunted children in CBNP district is significantly higher than that of nonCBNP district. This could be as a result of different factors. Some of them can be seen from independent t test analysis ( Table 8 ). As you had seen from the result part, factors affecting the prevalence of acute and chronic malnutrition can be illustrated as follows:
Sex is an important demographic variable in nutritional survey and this study revealed that child's sex is one of the determinant factors for stunted children in CBNP implementing district but not in nonCBNP district. Cross-sectional studies conducted in different parts of the world [14] - [17] have shown that boys are at higher risk of stunting than girls. Some study conducted in India and Brazil describe that the great vulnerability of boys over girls at this age is a yet not well understood phenomenon [18] [19] . Despite, this may leads to an argument that sex preference may be practiced by mothers in community based nutrition implementing district than non-CBNP district. The differences could be attributed to unmeasured factors such as parental care-giving behaviors which might need further investigation. To the contrary, studies conducted in India and Ethiopia [20] [21] showed that girls are at higher risk of malnutrition than boys. In addition to these, study conduct in Ethiopia, Guatamala and Gaza strip, showed that [10] [22] [23] there is no gender difference in the nutritional status between boys and girls; this is the same as in nonCBN implementing district. This study suggests that in CBN and nonCBN districts sex related differences in malnutrition associated with child caring behaviour requires further investigations.
Since immunisation protects susceptible children from communicable diseases, children from the CBNP implementing district were less likely to be affected by stunting than non-immunised children. This could be due to the fact that immunisation reduces child morbidity from vaccine preventable communicable diseases which may lead a child to malnutrition [24] . Besides, malnutrition is the prime indication for immunisation. Similar study result was observed in Brazil and India where immunization was significantly associated with malnutrition [19] [25] . We observed no significant association between child immunization and stunting in nonCBNP implementing district. This might be due to significant amounts (94.26%) of children were immunized in nonCBNP implementing district. Availability of pit latrine was one of the predictors of stunting in CBNP implementing district. Children living in households with traditional pit latrine were less likely to be affected by stunting than children without pit latrine. This indicates that hygiene and sanitation is a key to child survival [26] . This finding is similar with study conducted in Ethiopia, Turkana (Kenya) and Jakarta that children from households that use pit latrine or flush toilet were less likely to be stunted or underweight than non users [16] [27] [28] . But we found no significant association between latrine and stunting in nonCBNP district (p > 0.05).
Infants of 0 -6 months should fed on only breast milk and shouldn't given any fluids, milk from animals, any semi solid or liquid food products, even clean water. Since exclusive breast feeding, within the first six months of the child ensures maximum protection against mortality, morbidity and malnutrition. In addition exclusive breastfeeding contribute a lot in child spacing and lower fertility rate. But at the start of the seventh month of child's life breast milk alone cannot meet up a children's energy and nutrient requirements [29] . This study observed that exclusive breast feeding was another risk factor for stunting in CBNP implementing district. Children who were exclusively breast fed for 4 to 6 months were less likely to be stunted than children who were exclusively breast fed for more than 9 months. This could be explained by the fact that breast-feeding is the natural and perfect form of infant feeding for meeting a child's nutritional needs during the first six months of child life. This in turn implies that as the duration of exclusive breast feeding extends from the recommended duration, then the risk of chronic malnutrition increases because of low intake of supplementary food that is rich in energy. This result is similar with researches done in Vietnam [15] and Ethiopia [30] . But, in nonCBNP district, no significant association was observed between exclusive breast feeding and stunting (p > 0.05).
Diarrheal disease remains a leading cause of mortality and morbidity of children in Sub-Saharan Africa region where unique geographic, economic, political, socio-cultural, and personal factors interact to create distinctive continuing challenges to its prevention and control [31] . Acute and chronic infections contribute to malnutrition by causing decreased food intake, impaired absorption, increased losses of fluid, electrolytes, protein, and iron, and by altering the normal metabolism [32] . Evidence from numerous studies of children under five years of age in developing countries suggests that both acute and persistent episodes of diarrhea predispose to or exacerbate malnutrition [33] - [35] , and conversely chronic malnutrition may be a risk factor for diarrhea [36] . Likewise this study showed that diarrheal disease was a predictor for underweight in CBNP district. Even if the direction of causality is not clear for the association, the study showed that children having history of diarrhea during the past two weeks prior to data collection were more likely to be underweight than non diseased children. Though, it could be assumed that having diarrhoea could not only be a cause but also a consequence of being underweight. The occurrence of diarrhea could be due to the use of unsafe source of water supply and low coverage of pit latrine. This study result was in agreement with the study reported from Brazil in 2009 and Nepal [19] [22] .
The effect of family size on nutrition outcomes varies according to the dependency nature of family members (Mukherjee and Benson 2003; Garrett and Ruel 1999; Charmarwabagwala et al. 2005) . Meaning if the member of families are working age group, by virtue of economics scales, they earn a lot, then improve welfare of the household, then most probably improved nutrition. Contrary in a household if there are many young children, they compete for resource and children of higher birth order most probably become vulnerable to malnutrition [37] . This study depicts that households having more than or greater than eight family sizes are 3 times more vulnerable to stunting in CBNP district. While in nonCBNP district the more family size predisposes the child with underweight. The results of this study are inconsistent with study conducted in the rural areas of North Central and Southern region of Nigeria [37] . The reason could be socio cultural differences between these study areas.
Most countries including Ethiopia give deworming and vitamin A supplementation twice a year to their children of 6 -59 months of age to protect them from mortality, morbidity and malnutrition. Our study showed that provision of albendazole or mebendazole to the child significantly prevents underweight in CBNP district but not in nonCBNP district ( Table 7) . Whereas children who took vitamin A supplementation less likely to develop stunting than those children who didn't take vitamin A in CBNP district. This could be due to deworming prevents children from diarrhea, which in turn could probably cause malnutrition. In addition, it prevents loss of micronutrients, particularly iron that contributes to growth retardation [29] .
Moreover, age is a predictor variable for acute malnutrition and statistically associated with wasting in study districts. At age of less than 24 months the burden was higher than age greater than 24 months. This might be due to the fact that at this age category, infectious diseases could at its highest rate and aggravated by poor hygiene and sanitation condition of study districts. This might also indicate that there may be problem associated with prolonged exclusive breast-feeding and inappropriate feeding practices in CBNP district. The result of this study compares favorably with the finding from a similar study conducted in Nepal [38] . Contrary to this result, different findings conducted in Somalia and Tigray indicated that the levels of malnutrition increased with age [8] [9] .
Monthly income and child malnutrition were not statistically associated (p > 0.05). This could be due to the fact that significant proportions [86% in CBNP and 69% in nonCBNP] of the parents were categorized under poor income class [income less than lowest government salary (<525 ETB)]. Furthermore, this could be most probably due to community's habit of not telling the exact amount of monthly income [information bias] for the sake of food aid or other aids. A similar result was observed in Somali, Ethiopia in 2002 which revealed that income and child malnutrition were not statistically significant [8] . This finding contradicts studies done in different places that economic status was found to be determinants of child malnutrition [15] [16] [21] [24] .
All in all, the program implemented, that is community based nutrition was believed to bring improvements in the status of child malnutrition, but within intervention district there is no significant improvements seen when compared to nonintervention district. Primarily the program was launched to build up communities and families' capacity and ownership to make informed decisions on child care practices at family and community levels, through major implementation approaches including Growth Monitoring and Promotion, supported by Community Conversation. But, most probably due to poor management of the program, it brought no significant changes. But, the study revealed that significantly higher proportion of chronic malnutrition was seen in intervention district than nonintervention district. This result was similar with study conducted in Guatamala, where, child malnutrition was higher in intervention area than comparison area [39] .
Strengths and Limitations of the Study
The use of large sample size, high response rate and use of multivariate analysis to control the effects of confounders and effect modifiers were some of the strengths of this study. Whereas, cross-sectional nature of the data, recall bias (respondent not remembering correctly) and interviewer effects, might affect the internal validity of the results and might be considered as limitations of this study.
Conclusion
Our results established that child malnutrition (both acute and chronic) is serious public health problem which require strong remedial action in both districts. Besides, the possible risk factors for child malnutrition were area specific calling for different cost effective interventions.
Recommendations
Recommendations for Artuma Fursi District [CBNP Implementing District]
To overcome the burden of child malnutrition Community Based Nutrition Program, exclusive breast feeding, IMNCI, maternal health services, hygiene and sanitation activities should be given due emphasis. In addition qualitative study is imperative to assess how and why the significant differences between intervention and non intervention study areas occurred and to identify other contributing factors for child malnutrition.
Recommendations for Kemissie District [Non-CBNP Implementing District]
Community Based Nutrition Program should be launched with due emphasis and good program management. Other services like maternal health services (ANC, delivery and PNC) should be strengthened, and nutrition surveillance for timely screening and treatment of acute malnutrition should be established. Moreover, integrated management of childhood illness and hygiene and sanitation conditions should be strengthened.
